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The overall objective of this study is to explore,
examine, assess and compare perceived satisfaction with
service delivery and perceived social support systems among
dual-diagnosis: schizophrenic clients. To attain this
objective, the following areas were examined by the
researcher: (1) Identifying data/demographic data;
(2) Support systems, i.e., family and friends among
dual-diagnosis: schizophrenic clients; and (3) Satisfaction
with mental health service delivery. Fragmentation and gaps
in service delivery were also examined. An exploratory
descriptive research design was used in the study. A
two-part questionnaire was administered by the researcher to
thirty-four Dual-diagnosed Schizophrenic Consumers in two
separate Mental Health Facilities in Fulton County.
This study was an attempt to compare perceived
satisfaction with service delivery and perceived social
support systems among Dual-diagnosis: Schizophrenic
Substance Abusers. The Null Hypothesis was accepted in this
study. It was found that there were no statistical
significance in perceived satisfaction with service delivery
and perceived social support among Dual-diagnosis:
Schizophrenic Substance Abusers.
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CHAPTER ONE
INTRODUCTION
In recent years, according to Torry, a conservative
estimate of the number of persons with schizophrenia in
America, would be 1.2 million people.1 Drug abuse is known
to be common in the schizophrenic population, but little
information is available about Dual-Diagnosis: Schizophrenic
Clients' Perceived Satisfaction with Mental Health Services
and Social Support Systems.
Crotty and Kulip examined the social support networks
of mentally ill people in particular.2 There has been
considerable emphasis by other professionals on the concept
of dual-diagnosis in clients initially identified as
substance abusers, there has been relatively less attention
paid to the problem in empirical social work research of
substance abuse in clients seeking treatment for acute or
chronic psychiatric problems.
Cocaine may exacerbate known psychiatric disorders.
Schizophrenics are more susceptible to relapse if they abuse
cocaine, and may have attacks of increased frequency and
*E. Fuller Torrey, Surviving Schizophrenia: A Family
Manual. (New York: Harper and Row Publishers, 1988), p. 3.
2Patrick Crotty and Regina Kulys, "Social Support
Networks: The Views of Schizophrenic Clients and Their
Significant Others," Social Work. Journal of the National
Association of Social Workers 30:4 (July-August): 301-309.
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intensity as a result of their cocaine use.3 Considering
this view, it is compelling that social workers identify an
interest to be covered in this study, "Dual-Diagnosis:
Schizophrenic Clients' Perceived Satisfaction with Mental
Health Services and Social Support Systems."
Merin and Weiss argue that by the time they first
present for treatment, most dual-diagnosed patients have
experienced many of the psychological sequelae of chronic
drug use, including loss of relationships, occupational
failure, incarceration, and repetitive relapse due to drug
use.* Comprehension of this must be examined so that
social workers can identify areas of concern.
People with dual disorders vary greatly in all
measurable ways: number and types of diagnosis, severity of
substance abuse and extent of psychiatric impairment, the
number and types of psychosocial problems, availability of
social support systems, levels of motivation, and personal
strengths.5 It is also possible to distinguish several
3T.W. Estroff and M.S. Gold, "Medical and Psychiatric
Implications of Cocaine Abuse with Possible Points of
Pharmacological Treatment," ed. B. Stiramel, Controversies in
Alcoholism and Substance Abuse. (New York: Haworth Press,
1986), pp. 61-75.
*Steven M. Merin and Rodger D. Weiss, "Substance Abuse nd
Mental Illness: Clinical Considerations in the Evaluation of
Dual-Diagnosis Patients," ed. Richard J. Frances and Sheldon
I. Miller, Clinical Textbook of Addictive Disorders. (New
York: The Guildford Press, 1991), pp. 272-273.
5Dennis C. Daley, Howard Moss, and Frances Campbell, Dual
Disorders. 2nd ed., (Minnesota: Hazelden Foundation, 1993),
p. 12.
3
subgroups among clients with dual disorders. Those with
primary mental illness who also meet criteria for chemical
dependency or whose occasional use of alcohol or drugs
causes problems serious enough to warrant treatment. This
group includes clients who have recurrent or chronic forms
of mental illness as well as those who experience one or two
acute episodes; those with primary chemical dependency who
experience psychiatric problems; and those whose histories
are so complex that it is difficult to determine which part
of their diagnosis is the primary one. Members of this
group often exhibit severe problems caused or exacerbated by
either of their disorders.6
On one end of the dual disorders spectrum are those
clients who accept the reality of their condition, who are
internally motivated to change, who respond to treatment.
On the other end are the persistently and chronically ill
people who may refuse to admit they have a problem, who are
motivated to change, who resist other's efforts to help
them, and who therefore respond poorly to treatment. Such
people generally enter the health care system only under
outside pressure from external forces such as: loved ones,
friends, employers, legal systems, or involuntary commitment
to psychiatric care.7 To have effective service delivery
6Daley, et al., Dual Disorders, p. 12.
7Ibid., p. 13.
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to this vulnerable group, social workers must be prepared to
deal with clients from both ends of this spectrum.
Both schizophrenia and chemical dependency disorders
run in families, but they appear to be inherited separately.
Many experts believe that chemical dependency in
schizophrenics begins as self medication for relief of
psychotic or other symptoms of this disorder. Alcohol, for
example, produces relief (at least in the short term) from
the muscle tension and severe anxiety experienced by
schizophrenics; however, the problems that arise from long
term substance abuse far outweigh these brief gains.8 The
use of chemicals may exacerbate symptoms or trigger a
psychotic break.
Chemical abuse and psychiatric disorders both have
serious negative effects on all family members whether cause
or effect, these problems seriously disrupt family members,
both the identified patient and his or her significant
other.
Families with dual-diagnosed members experience at
least twice the problems of those with family members with
one disorder. Families are a major focal point in an
individual's life. Whether defined as nuclear family, the
extended kinship network, or significant other, families
8E.X. Freed, "Alcoholism and Schizophrenia: The Search
for Perspective," Journal of Studies on Alcohol 36 (1975):
853-881.
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provide the setting for the individual's most frequent and
extended contacts with others.9
These contacts also have an emotional intensity and
weigh greater than all others. Families and friends are a
primary source for the satisfaction of a person's
physiological safety, belongingness, and self-esteem needs.
Whereas no family is perfect, most families manage to
function reasonably well.
Social workers must recognize that substance abuse and
schizophrenia knows no boundaries, people of all races,
ages, genders and socioeconomic status, cultures have an
equal opportunity to become dual-diagnosed clients.
Dual-diagnosed clients with concurrent substance use are
less compliant with treatment recommendations, and in
general have poor prognosis. They present with long drug
use histories, and in this respect they are sometimes
indistinguishable from the rest of their drug-using peers.
One gap in our social work knowledge of dual-diagnosis:
schizophrenic clients is an understanding of dual-diagnosis:
schizophrenic clients and their own definitions of their
needs and perceived satisfaction with mental health services
and social support systems. As a social work intern in a
mental health facility, this researcher became aware that
*M. Raskin and D. Daley, Treating the Chemically
Dependent and Their Families. (California: Sage Productions,
1991), pp. 4-8.
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such knowledge is crucial to this population and informed
policy makers.
This study is undertaken to address that gap in social
work knowledge. As professionals we need to assess
"Dual-Diagnosis: Schizophrenic Clients' Perceived
Satisfaction with Mental Health Services and Social Support
Systems." Social workers need to explore, examine, and
strengthen the role of perceived satisfaction with mental
health services and social support systems in protecting and
promoting mental health.
This study will also attempt to provide further
clarification and expansion of social work knowledge of
those variables contributing to the lack of effective
service delivery to Dual-Diagnosis: Schizophrenic Clients in
mental health facilities and the lack of trained
professionals with knowledge of both disorders.
This comparative analysis study will examine: (1)
Identifying data/demographic data; (2) Support systems,
i.e., family and friends among dual-diagnosis: schizophrenic
clients; and (3) Satisfaction with mental health service
delivery. Fragmentation and gaps in service delivery will
also be examined during this study.
Issues and trends as it pertains to Dual-Diagnosis:
Schizophrenic Clients' Perceived Satisfaction with Mental
Health Services and Perceived Social Support Systems appear
7
to have received a very low priority from the social work
profession. There is a lack of empirical data in social
work regarding the unique problems of this population.
According to Rounsaville and colleagues, people with
dual-diagnosis are among the most challenging to treat. The
severity of schizophrenia is the most accurate predictors of
treatment outcome among dual-diagnosed clients.10
Although social work practitioners are in a better
position to answer the question of why dual-diagnosis:
schizophrenic clients may defer their use of mental health
services because of perceived lack of satisfaction and
support systems, there are other unanswered questions about
this population's help-seeking patterns that have
implications for social work practice.
To address the problems of "Dual-Diagnosis:
Schizophrenic Clients' Perceived Satisfaction with Mental
Health Services and Social Support Systems," requires
finding a way to address institutionalized prejudice,
poverty, and racism as precursors of the problem.
Certainly, these obstacles will not diminish the importance
of this study in addressing "Dual-Diagnosis: Schizophrenic
Clients Perceived Satisfaction of Mental Health Services and
Social Support Systems. They simply remind this social work
1OB.J. Rounsaville, et al., "Prognostic Significance of
Psychopathology in Untreated Opiate Addicts," Archives of
General Psychiatry 43 (1986): 739-745.
8
research intern that the challenge to the profession is
arduous and, at times, perplexing.
PURPOSE/SIGNIFICANCE OF STUDY
The purpose of this study was to explore, examine,
assess, evaluate and compare "Dual-Diagnosis: Schizophrenic
Clients Perceived Satisfaction with Mental Health Services
and Social Support Systems. Why is this a problem? It is a
problem because a substantial minority of substance abusers
are concurrently suffering from other psychiatric disorders.
Among these are clients with affective disorders, anxiety
disorders, organic conditions, and a wide range of
personality disorders. In a large clinical sample of
alcoholics, Helzer and Prezbech, found 8 percent were also
schizophrenics and at least 50 percent had developed
alcoholism after the onset of schizophrenia.11
Few studies have been conducted that compared the
relationship between perceived satisfaction and social
support systems among dual-diagnosis: schizophrenic clients.
This researcher's interest in the topic emanates from an
internship in a day treatment facility with the mentally
ill, news articles, books and class room discussions about
the terms "dual-diagnosis" and "schizophrenics."
1XJ.E. Helzer and T.R. Prezbech, "The Co-occurrence of
Alcoholism with other Psychiatric Disorders in the General
Population and its Impact on Treatment," Journal of Studies on
Alcohol 49m : 219-224.
9
This study is significant because of the concerted
efforts to address the issues of how to reach this
population. Information and knowledge gained from this
study will enhance this researcher's professional practice.
Certainly, by exploring these two constructs: perceived
satisfaction and social support systems among
dual-diagnosis: schizophrenic clients, social work
practitioners will then be able to facilitate effective
service delivery.
CHAPTER TWO
REVIEW OF THE LITERATURE
The primary issues under consideration in this review




- Social Support Systems
- Perceived Satisfaction
Dual-Diagnosis
Beeder and Millman, Epidemiological Catchment Area
Survey, found that 50 percent of people addicted to a
substance also have another mental disorder and that having
a mental disorder nearly tripled the risk of alcohol or
other drug problems.1 However, studies of the prevalence
of substance abuse among inpatients being treated for other
psychiatric disorders are remarkably similar in finding that
approximately one-third of such patients have an active drug
or alcohol problem at the time of admission (Eisen, Grab &
^.B. Reeder and R.B. Millman, "Treatment of Patients
with Psychopathology and Substance Abuse," ed. J.H. Louinson,
P. Ruiz, and R.B. Millman, Substance Abuse: A Comprehensive




Dill2; Crowley, Cheslute, Dilts and Hart3; Fischer,
Halikas, Baker and Smith4).
The detrimental effects of substance abuse on the
clinical course and treatment response of these patients
have also been well documented (O'Malley, Kosten, and
Renner5; Zweben6). In the evaluation of such patients'
presenting signs and symptoms, are manifestations of an
underlying psychiatric disorder or consequences of drug
intoxication or withdrawal. The fact that many of these
patients abuse multiple substances complicates the
evaluation process further.
Merin and Weiss caution that dual-diagnosed patients
present with long drug histories, their initial drug
experience most frequently involves alcohol use in the early
2S.V. Eisen, M.C. Grab, and D.L. Dill, "Substance Abuse
in an Inpatient Population: A Comparison of Patients on
Appleton and Generic Units," (McLean Hospital Evaluative
Service Unit, Report No. 75), Belmont, MA: McLeon Hospital.
3T. Crowley, D. Cheslute, S. Dilts, and R. Hart, "Drugs
and Alcohol Abuse Among Psychiatric Admissions," Archives of
General Psychiatry 30: 12-20.
4D. Fischer, J. Halikas, J. Baker, and J. Smith,
"Frequency and Patterns of Drug Abuse Patterns: A Study of
Psychiatric Inpatients," American Journal of Drug and Alcohol
Abuse 14(1): 41-50.
SS.S. O'Malley, T.R. Kosten, and J.A. Renner, "Dual
Diagnosis: Substance Abuse and Personality Disorder," ed. D.
Adler, Treating Personality Disorder. (California: Josseyn
Bass, 1990), pp. 115-137.
6J.E. Zueben, "Issues in the Treatment of Dual-Diagnosis
Patients," The Chemically Dependent. (New York: Brumer/Mazel,
1992), pp. 298-309.
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teenage years, followed by use of other drugs, including
cocaine.7 Drug preference is shaped by a host of factors,
including current fashion, drug availability and peer
influences. Fernandez Pol, Bluestone, and Mizruchi report,
to some extent, sociocultural characteristics of the use
appear to be correlated with drug preference.8
There is evidence that some drugs of abuse are
perceived as highly aversive by specific diagnostic
subgroups. For example, Vardy and Kay reported that
schizophrenics find the effects of hallucinogens highly
unpleasant and therefore tend to avoid them.9 Symptoms of
mental disorders may perpetuate substance abuse, and
substance abuse may precipitate initial or recurrent
symptoms of mental disorders. There is a need for education
about the effects of substance misuse.
K. Scialla reported that in an informal survey among
his colleagues who worked with the chronic and persistently
mentally ill, between 40 percent and 75 percent of their
7S.M. Merin and R.D. Weiss, "Substance Abuse and Mental
Illness," ed. R.J. Frances and S. Miller, Clinical Textbook of
Addictive Disorders. (New York: The Guildford Press, 1991),
pp. 272-275.
8B. Fernandez-Pol, H. Bluestone, and M.S. Mizruchi,
"Inner-City Substance Abuse Pattern: A Study of Psychiatric
Inpatients," American Journal of Drug and Alcohol Abuse 14(1)
(1988): 41-50.
9M.M. Vardy and S.S. Kay, "LSD Psychosis or LSD Induced
Schizophrenia: A Multimethod Inquiry," Archives of General
Psychiatry 40(8) (1983): 877-883.
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clients have a drug or alcohol problem that complicates the
process of recovery from the psychiatric disorder.10
The Alcohol, Drug Abuse, and Mental Health
Administration estimates that at least 50 percent of the 1.5
million to 2 million Americans with severe mental illness
also abuse alcohol or illicit drugs.11
The National Institute of Mental Health (NIMH)
published the Epidemiological Catchment Area (ECA) survey of
more than twenty thousand adults in five communities within
the United States. The survey showed two of the three
diagnoses involve substance abuse of some kind. Overall, 34
percent of the population had experienced a form of mental
illness or chemical dependency at some time in their lives.
While 22.5 percent of those responding claimed a history of
psychiatric problems, 16.4 percent had a substance disorder.
Such findings indicate that a significant number of those
surveyed had two or more conditions.12
M. Hesselbrock and colleagues studies 331 hospitalized
alcoholics in several treatment settings and found that 77
percent of the total cohort met criteria for another
1OK. Scialla, "An Integrated Treatment Approach for
Severely Mentally 111 Individuals with Substance Disorders,"
Dual Diagnosis of Major Mental Illness and Substance
Disorders. ed. K. Minkoff and R.E. Drake, (New York:
Jossey-Bass, Inc., 1991), pp. 69-74.
"Dennis C. Daley, Howard Moss, and Frances Campbell, Dual




substance abuse or psychiatric disorder. The lifetime rate
of depression among alcoholics was 52 percent for women and
32 percent for men. Among male alcoholics, personality
disorders were the most common psychiatric diagnosis; 49
percent met criteria for one of these disorders. Rates of
anxiety bipolar, and schizophrenic disorders were similarly
high.13
Ross, Glaer, and Germanson found that out of 501 drug
abusers, 78 percent met NIMHD Diagnostic Interview Schedule
(DIS) criteria for a psychiatric disorder during their
lifetime, and 65 percent currently met criteria for a
disorders were antisocial personality disorder (47 percent
lifetime, 36.5 percent current); anxiety disorders,
excluding generalized anxiety disorders (39 percent
lifetime, 32 percent current); psychosexual dysfunctions
(34.5 percent lifetime, 6.4 percent current); and affective
disorders (34 percent lifetime, 27 percent current). This
study found that patients who abused alcohol and other drugs
were the most psychiatrically impaired: 95 percent of these
polysubstance patients met criteria for at least one
psychiatric disorder. The mean number of lifetime DIS
diagnosis per patient in this study was almost 5, and the
mean number of current diagnoses per patient was 3.5."
"Daley, et al., Dual Disorderf p. 4.
"Ibid., p. 5.
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During a 1990 professional meeting focusing on young
adult chronic patients, many of whom had dual disorders,
Warner reported results of a study in which 70 percent of
seventy-one randomly selected young adult chronic clients
were found to have moderate or severe substance abuse
problems. He noted that after these individuals were
provided with intensive case management services, this
percentage was cut almost in half. Other presenters at this
same meeting reported that people with dual disorders have
higher rates of arrest, murder, and suicide.15
Salloum, Daley and Moss reviewed literature on
substance abuse and schizophrenic disorders and found that
approximately 38 percent of individuals with schizophrenia
also had a co-morbid substance abuse disorder.16 Layne
reports an even stronger correlation. In his review, he
found that studies between 45 percent to 74 percent of




It is known that schizophrenia affects 1 percent of the
population, cutting across all classes and both genders.
Start each year 200,000 new cases are reported; two thirds
15Dale, et al., Dual Disorder. p. 7.
lfiIbid., p. 8.
17G. Layne, "Schizophrenia and Substance Abuse," Journal
of Chemical Dependency Treatment 3(2) (1990): 163-182.
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of patients with this illness require hospitalization. For
reasons that are not entirely known, the age of onset is
slightly higher for women (25-35 vs. 15-25 in males). There
are no racial differences. Of those with schizophrenia, 50
percent attempt suicide; 10 percent succeed.18 In
addition, schizophrenics have a higher but unexplained
mortality rate.
The work of Tsuang and Fleming (1987) and others
indicate that patients diagnosed as schizophrenic have
poorer prognosis than those diagnosed as manic, depressed,
or schizo-affective.19 Kendall, et al. (1979) found that a
significantly higher percentage of schizophrenics than
non-schizophrenics, as identified by RDC, showed incomplete
recovery in a six-year follow-up.20 But the difference in
this respect between schizophrenics and non-schizophrenics,
as defined by CATEGO, was not significant. Bland and Orn
(1979) also found evidence that the different diagnostic
"Alex Gitterman, Handbook of Social Work Practice with
Vulnerable Populationsf (New York: Columbia University Press,
1991), p. 294.
19M.T. Tsuang and J.A. Fleming, Long-term Outcome of
Schizophrenia and Other Psychoses, (New York: Springer-Verlag,
1987), pp. 88-97.
20R.E. Kendall, I.F. Brockington, and J.P. Leff,
"Prognistic Implications of Six Alternative Definitions of
Schizophrenia," Archives of General Psychiatry 36:1 (1979),
pp. 25-31.
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systems differed in their ability to predict outcome.21
Helzer and his colleagues22 found that DSM-III, and
Feishner23 criteria were between predictors of chronicity
than RDC and CATEGO criteria.
In turning from the findings of those who have
attempted to identify one valid group of schizophrenic
patients to the findings of those who have attempted to
identify valid subtypes of schizophrenic, the researcher may
become just as discouraged. Goldstein and Tsuang's (1988)
review indicated that the subtyping of schizophrenic
patients had yielded inclusive findings in terms of
predicting outcome family history, or treatment response.24
Farmer, Jackson, McGuffin, and Storey (1987) found no
evidence of significant difference in cerebral ventricular
21R.C. Bland and H. Orn, "Schizophrenia: Diagnostic
Criteria and Outcome," British Journal of Psychiatry 134
(1979): 34-38.
22J.F. Helzer, I.F. Brockington, and R.E. Kendall,
"Lontribution of the Six-Month Criterion to the Predictive
Validity of the DSM III Definition of Schizophrenia," Archives
of General Psychiatry 40 (1983): 1277-1280.
23J.F. Helzer, I.F. Brockington, and R.E. Kendall,
"Predictive Validity of DSM IV and Feishner Definitions of
Schizophrenia," Archives of General Psychiatry 38 (1981):
791-797.
24J.M. Goldstein and M.T. Tsuang, "The Process of
Subtyping Schizophrenia: Strategies in the Search for
Homogeneity," Handbook for Schizophrenia. Vol. 3 (New York:
Elsevier), pp. 63-83.
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size between chronic schizophrenic patients who fell into
different clinical subtypes.25
Recent studies are a little more encouraging. Fenton
and McGlashan (1991A) did find evidence that the traditional
paranoid, hebephrenic, and undifferentiated subtypes of 187
schizophrenic patients differed with respect to premorbid
functioning and long-term progress.26
Current thinking supports the idea of a spectrum of
disorders, and the DSM V recognizes five forms of
schizophrenia: (1) Catonic type, (2) Disorganized type, (3)
Paranoid type, (4) Undifferentiated type, and (5) Residual
type.
Approximately 25 percent of all hospital beds are
occupied by people with schizophrenia,27 and 50 percent of
all psychiatric beds.28 The disorder affects equal number
of men and women, and the age of onset of the initial
schizophrenic episode is usually between ages fifteen and
25A.E. Farmer, R. Jackson, P. McGruffin and P. Storey,
"Cerebral Ventricular Enlargement in Schizophrenia:
Consistencies and Contradictions," British Journal of
Psychiatry 150 (1987): 324-330.
26W.S. Fenton and T.H. McGlasham, "Natural History of
Schizophrenic and Subtypes: A Longitudinal Study of Paranoid,
Hebephrenic and Undifferentiated Schizophrenia," Archives of
General Psychiatry 48 (1991A): 969-977.
27M.J. Gitlen, The Psychotherapists Guide to
Psychopharmacoloay. (New York: Free Press, 1990).
28M. Karno and G.S. Norquist, "Schizophrenia:
Epidemiology," ed. H.I. Kaplan and B.J. Sadoch, Comprehensive
Textbook of Psychiatry. 4th ed., (Baltimore: Williams and
Wilkins, 1989), pp. 699-717.
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twenty-five for men, and twenty-five and thirty-five for
women,29 although it can occur later in life, there appears
to be a higher incidence of schizophrenia in urban ghettos;
it is theorized this is due to the stress of severe
socioeconomic pressures or that people with schizophrenia
drift into these communities because of inability to
function in middle-class society.
Much has been done in genetic roots of schizophrenia
through twins, adoption, and family studies, and clearly it
is an inherited disorder. Grinspoon and Bakalar found that
for monozygotic twins, if one is schizophrenic, there is a
50 to 60 percent probability that both are, while the rate
is only 10 to 50 percent for both dizygotic twins, the same
rate of prevalence as it would be for all siblings.30
Schizophrenia is thus seen as a brain disease involving more
than genetic vulnerability.
One must also note that, according to Rowe,31 adoption
and family studies support the hypothesis of hereditary
vulnerability, because there was high correlation between
schizophrenia found in adopted children and their biological
families. If one parent had schizophrenia, there was a 16
percent chance a child would also develop this disorder. If
29Ibid., p. 700.
3OI. Grimspoon and J.B. Bakalar, Schizophrenia Cambridge.
(Massachusetts: Harvard College).
31C.J. Rowe, "An Outline of Psychiatry," (Dubuque Wm. C.
Brown, 1989).
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both parents had schizophrenia, the risk for their children
was 40 percent.32
The range of diagnoses of schizophrenia is not mutually
exclusive, and a person may, at different times, experience
both positive and negative symptoms.
Abuse
However defined, alcoholism is a major problem in the
United states. Heeler noted that per capita alcohol
consumption increased nearly 50 percent over the past
generation.33 Alcohol is the most commonly abused
substance in the United States, approximately 7 percent of
all adults age 18 or older, about 10 million people, are
problem drinkers.34 Yet only about 1 million of these
individuals currently receive treatment for their drinking
problems.
The potentially detrimental effects of excessive
alcohol use - for an individual, his or her loved ones, and
society - are legion. The life span of the average citizen,
and alcohol now ranks as the third major cause of death in
32D. Coleraan, "Brain Structure Differences Linked to
Schizophrenia in Study of Twins," New York Times. (March 22,
1990), p. B15.
33M.M. Heeler, "Fifth Special Report to U.S. Congress on
Alcohol and Health. U.S. Department of Health and Human
Services (NIAAA)," (Washington, D.C.: U.S. Government Printing
Office, 1983).
34W. Smith, "A Profile of Health and Disease in America,"
(New York: Facts on File, 1989).
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the United States, behind coronary heart disease and cancer.
Rovner found in his study that over 37 percent of alcohol
abusers suffer from at least one coexisting mental
disorder.35 Lishman, Jacobson, and Acker reported organic
impairment, including brain shrinkage, occurs in a high
proportion of alcoholics.36
According to Miles, about 10 percent of alcoholics
commit suicide, and over 18 percent are found to have a
history of suicide attempts.37 Recent research by Murphy,
Rich, et al., has reaffirmed the strong relationship found
between substance and suicide.38 The increased suicide
rates among the young during the 1970s and 1980s have been
tied to alcohol and drug abuse. Gomberg reported that of
women experiencing psychological difficulties, a
significantly higher percentage with alcohol problems, 40
percent, had attempted suicide than had women without
alcohol problems, 8.8 percent.39 In a follow-up study of
3SS. Rovner, "Dramatic Overlap of Addiction, Mental
Illness," (Washington Post Health, November 1990), pp. 14-15.
36W.A. Lishman, R.R. Jacobson and C. Acker, "Brain Damage
in Alcoholism: Current Concepts," Acta Medica Scandinavica,
(Suppl. 717), 1987, pp. 5-17.
37C. Miles, "Conditions Predisposing to Suicide: A
Review," Journal of Nervous and Mental Disease 164 (1977):
232-246.
38G. Murphy, "Suicide and Substance Abuse," Archives of
General Psychiatry 45 (1988): 593-594.
39E.S. Gomberg, "Suicide Rates Among Women with Alcohol
Problems, American Journal of Public Health 79 (1989):
1363-1365.
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mortality in psychiatric outpatients, Martin, et al. found
that alcoholics were in the group of disorders with highest
mortality rates.40
Bengelsdorf has pointed out that "... its abuse has
killed more people, sent more victims to hospitals,
generated more police arrests, broken up more marriages and
homes, and cost industry more money than has the abuse of
heroin, amphetamines, barbiturates, and marijuana
combined."41
Social Support System
Social networks have been studied in normals as well as
in patients diagnosed with schizophrenia. Examination of a
network provides a picture of an individual's social
functioning. Several investigators have shown the
importance of examining patient attributes, including life
cycle stage and gender, when evaluating social environments.
Cohen and Kochanowicz studied inner-city black schizophrenic
outpatients and found that the characteristics of their
social networks were similar to those of other schizophrenic
populations. Specifically, the networks of these black
patients were about one-third that of normal populations,
4OR.L. Martin, R. Cloninger, S.B. Guze and P.J. Clayton,
"Mortality in a Follow-up of 500 Psychiatric Outpatients: I.
Total Mortality," Archives of General Psychiatry 132(5)
(1985): 540-542.
41I.S. Bengelsdorf, "Alcohol, Morphine Addictions Believed
Chemically Similar," (Los Angeles Times, II), p. 7.
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more dense, and twice as focused on kin. They also found
that network attributes were associated with age, such that
aging patients had significantly smaller overall networks,
with the greatest change occurring in the kin sector.42 As
patients aged, they increasingly expressed a preference for
being alone. However, older patients also reported being
happier with their relationships, viewing more numbers of
their network as friends and/or important persons in their
lives.
Many studies found difference in schizophrenics'
network characteristics as a function of patient gender.
For example, female schizophrenics are much more likely to
marry and have friends than male schizophrenics (Reich &
Thompson43; Seeman & Hauser44).
Wattie and Kedward, in their study of 182 Canadian
schizophrenic patients (109 men and 73 women), found that
female schizophrenics were generally more likely to live in
households with other family members, whereas male
schizophrenics were more likely to live in nonfamilial
residential situations. Therefore, the women may encounter
42C.L. Cohen and N. Kochanowicz, "Schizophrenia and Social
Networks: A Survey of Black Innercity Outpatients," Community
Mental Health Journal 15 (1989): 197-207.
*3J. Reich and W.D. Thompson, "Marital Status of
Schizophrenia and Alcohol Patients," Journal of Nervous and
Mental Disease 173 (1985): 499-502.
44M.V. Seeman and P. Hauser, "Schizophrenia: The Influence
of Gender on Family Environment," International Journal of
Family Psychiatry 5 (1984): 227-232.
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more regular and intimate social situations than the men,
because of their differing marital status and living
situations. *5
A number of studies have documented the stress that
families experience in negotiating service delivery systems
for their ill relatives, not the least of which is the often
faulty partnership with mental health professionals.46
Much of this distrust and antagonism arises out of earlier
interventions, which left families feeling blamed for their
relative's illness rather than assisted. One area, familial
expressed emotion, has attracted considerable research
attention and programmatic response on the part of
professionals but is less enthusiastically embraced by
families themselves. This interest developed out of some
very important studies that suggested a strong correlation
between relapse in persons with schizophrenia and frequent
contact with relatives in a climate of intense critical
communication and emotional overinvolvement.47
Bernheim described a project in New York State in which
families actively advise, consult, and define policy around
45B.J.S. Wattie and H.B. Kedward, "Gender Differences in
Living Conditions Found Among Male and Female Schizophrenic
Patients on a Follow-up Study," International Journal of
Social Psychiatry 31: 206-216.
46Gitterman, Handbook of Social Work Practice with




their institutional involvement with their hospitalized
relative in treatment. Recognizing the distrust that
families have of the system, this program has experienced
with a "buddy system" in which a relative more seasoned in
negotiating the mental health care maze paves the way for
the novice.48
In a recent paper, Walsh delineated the essential
features of the relationship with a schizophrenic client and
her or his family that are prerequisite to any assessment.
Among them are an honest examination of one's own
countertransference biases in working with persons with this
disorder, as well as the absolute capacity to listen to and
fully appreciate the stresses with which such families
cope.49
It was noted, during the treatment of a small series of
schizophrenic patients, that they had frequently been
deprived of at least one parental figure early in life; and
also that the parental home was usually marked unstable,
torn by family schisms and constant emotional turmoil, and
frequently patterned according to the whims of grossly
eccentric and abnormal personalities.50 This study, a
4BGitterman, Handbook of Social Work—Practice with
Vulnerablft Populations. p. 300.
49Ibid., p. 303.
5OTheodore Lidz, M.D. and Stephen Fleck, M.D.,
schizophrenia and the Family. (New York: International
University Press, 1985), p. 17.
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survey of fifty case histories, in which the records of the
Henry Phipps Psychiatric Clinic were then undertaken to
evaluate the frequency with which broken homes or seriously
disturbed family environments had been noted in those
histories of schizophrenic patients.
Perceived Satisfaction
Lebow's findings suggest that consumer surveys have
become relatively common in mental health settings.51
However, the results of these efforts have yet to be
comprehensively summarized.
Ellsworth reported that few studies found similar
levels of satisfaction among respondents and initial
non-respondents contacted through extensive and atypical
follow-up procedures.52 However, the large body of
findings regarding differences between respondents and
non-respondents suggests the value of a conservative stance
in which differences between the sample and those not
responding are presumed until the comparability of these
groups is demonstrated.
Among the 34 studies that report frequency of satisfied
consumers in outpatient settings or in comprehensive mental
51J. Lebow, "Methodological Considerations in the
Assessment of Consumer Satisfaction with Mental Health
Treatment," Evaluation Review (1983), 7, pp. 729-752.
S2R. Ellsworth, "Does Follow-up Loss Reflect Poor
Outcomes?," Evaluation and the Health Professions (1979), 2,
pp. 419-437.
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health centers where most clients receive outpatient
treatment, 3 have satisfaction between 91 percent and 100
percent; 13 inpatient studies, 1 found satisfaction between
91 percent and 100 percent; 2 between 81 percent and 90
percent; 8 between 71 percent and 80 percent; and 2 between
61 percent and 70 percent.53Among crisis units, the
percentages of satisfied consumers have been 96 percent, 80
percent, 75 percent, and 68 percent. Expressed in other
terms, a mean of 78.3 percent of consumers express
satisfaction in outpatient studies, 75.7 percent in
inpatient studies, and 83 percent in crisis studies.54
A group of dissatisfied clients emerges in most
studies, but generally dissatisfaction is found in less than
10 percent of clients. Cove and Fain reported that this has
even been the case with involuntary patients.55 This
pattern of responding suggests dissatisfaction is clearly a
problem when expressed by over 10 percent of clients. Only
S3C.C. Attkisson, T.D. Nguyen and B.L. Stegner, "The
Services Evaluation Questionnaire: Results and Norms from a
National Sample," Paper presented at the Annual Meeting of the
American Psychological Association, (August 1981), Los
Angeles.
54K.E. Kirkhart, "Program Evaluation in Community Mental
Health Centers," (Doctoral Dissertation, University of
Michigan, 1979), Dissertation Abstracts International, 1979,
40, 987B.
55W.R. Cove and T.A. Fain, "Comparison of Voluntary and
Committed Psychiatric Patients," Archives of General
Psychiatry 24 (1973): 627-628.
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a few studies, such as Eisen and Grob, have found the
frequency of dissatisfaction to be above this level.56
Theoretical Framework
The past literature on the treatment of schizophrenia
lacks adequate theoretical base. Within the present
theoretical framework, the primary goal in the treatment of
schizophrenia should be to foster the elaboration of new
nonpatient identities and/or to transform invalidated or
disowned identities to better suit life circumstances.
Vocational rehabilitation, interpersonal skills training,
family therapy, behavior therapy, and individual
psychotherapy can make explicit the goal of building and
rebuilding elaborated identities. Identity assessment
techniques developed especially for clinical application may
be useful for an identity-oriented approach to treatment and
for evaluating outcome.
This study will view schizophrenic substance abusers
and their perceived social support and perceived
satisfaction with mental health delivery from an ecological
perspective. Such a theory restores environmental
conditions to the center of interest; it indicates that we
as practitioners, should look to research on families and
communication for further progress.
5SS. Eisen and M. Grob, "Assessing Consumer Satisfaction
from Letters to the Hospital," Hospital and Community
Psychiatry 30 (1979): 344-346.
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Bronnfenbrenner has put forth the view that the
ecological perspective represents a philosophical conception
of human beings as active, purposeful and having potential
for growth, development and learning throughout the life
cycle.57
The ecological perspective is used in assessing a
schizophrenic's psychosocial functioning in the family
milieu, the community, and cultural conditions.
Schizophrenia: a severe mental disorder associated with
brain abnormalities and typically evidenced by disorganized
speech and behavior, delusions and hallucinations.
Substance Abuse: a long-term use of an addictive or
behavior-altering drug when not needed for medical
treatment.
Social Support; support pertaining to, devoted to, or
characterized by friendly companionship or relations.
Dual Diagnosis: refers to cases in which the individual has
both chemical disorder and another serious psychiatric
illness, such as schizophrenia.
Perceived Satisfaction: to become aware of, know, or
identify by means of feeling or being satisfied, or having
contentment.
57Urie Bronfenbrenner, The Ecology of Human Development.
(Cambridge, Massachusetts: Harvard University Press, 1979).
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Service Delivery: the delivery of services rendered to
individuals based on assessed needs.
Statement of the Hypothesis
HO: There will be no statistical significant
difference among Dual-diagnosis: Schizophrenic Substance
Abusers' Perceived Satisfaction with Mental Health Service




The goal of this study was to compare Perceived
Satisfaction with Mental Health Service Delivery and
Perceived Social Support among Dual-diagnosis:
Schizophrenic Substance Abusers. In order to ascertain the
level of Perceived Satisfaction and Social Support among
Dual-diagnosis: Schizophrenic Substance Abusers, this study
utilized an exploratory descriptive study.
It is an exploratory research design because little is
known or there is a lack of empirical data on the
effectiveness of services offered to dual diagnosed clients.
This exploratory study seeks to simply identify some of the
important attributes impacting the lack of empirical data on
effective service delivery, and the lack of effective
service delivery, and the lack of trained professionals with
knowledge of both disorders.
The descriptive design will be used to link the
variables and establish correlations between Perceived
Satisfaction with Service Delivery and Perceived Social
Support among Dual-diagnosis: Schizophrenic Substance
Abusers. Gay describes descriptive research as involving,
collecting data in order to test hypotheses or to answer
31
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questions concerning the current status of the subjects of
the study.1
Sampling
A non-probability convenience sample was used for this
study. According to Horowitz, a non-probability sample
consists of individuals who are willing to respond to the
researcher's questionnaire.2
The sample was composed of twenty African Americans and
fourteen Caucasians, there were twenty-one males, thirteen
females between the ages of twenty-four and fifty-five years
of age. Criteria required that the subjects of this study
have a diagnosis of substance abuse and schizophrenia. The
levels of education were not asked. All subjects of this
study came from two separate mental health facilities in
Fulton County.
Data Collection
The data for this study was obtained through a 27 item
questionnaire divided into part A and part B. The part A
questionnaire, which is a Social Support Appraisals Scale
(SSA), was developed by authors: Alan Vaux, Jeffrey
Phillips, Lori Holley, Brian Thompson, Deirdre Williams, and
XL. Gay, Educational Research Competencies for Analysis
and Application, 3rd ed., (Columbus, Ohio: Merrill Publishing
Co., 1987).
2G. Horowitz, Sadistic Statistics r (Garden City, New
York: University School of Social Work, 1972).
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Doreen Stewart. The purpose was to measure subjective
appraisals of support. The SSA is a 23-item instrument
based on the idea that social support is in fact support
only if the individual believes it is available.
The SSA taps the extent to which the individual
believes he or she is loved by, esteemed by, and involved
with family, friends, and others. The SSA is scored by
reverse-scoring items 3, 10, 13, 21, 22 and adding up the
individual items for a score, with lower scores indicating a
stronger subjective appraisal of social support. In
addition to the total score, the 8 "family" items make up an
SSA-Family subscale and 7 "friend" items make up a friend
subscale. The remaining items refer to people or others in
general. The SSA has very good internal consistency, with
alpha coefficients that range from .81 to .90. No data on
stability was reported. The SSA was subjected to
considerable evaluation of its validity resulting in a very
good concurrent, predictive, known-groups, and construct
validity.3
Part B of the questionnaire, which focused on Perceived
Patient Satisfaction Scale (PPSS), was adopted by the
researcher from the original Kansas Parental Satisfaction
Scale (KPS). The authors of the Kansas Parental
Satisfaction Scale are: Walter R. Schumm and Justin Hall.
3Joel Fischer and Kevin Corcoran, Measures for Clinical
Practice. 2nd ed., (New York: MacMillan, Inc., 1994), p. 611.
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The purpose of the scale was to measure satisfaction with
parenting, however, the researcher of this study changed the
wording to satisfaction with services. The KPS is a 3-item
instrument designed to measure satisfaction with oneself as
a parent, the behavior of one's children, and one's
relationship with one's children. The KPS is easily
completed in less than two minutes, and is one of the few
scales available to directly measure satisfaction with
parenting. The researcher of this study, concerned with
perceived patient satisfaction, used a 4-item questionnaire
designed by the researcher to measure oneself as a client,
the behavior of one's peers, satisfaction with services
received and relationship with staff members.
The KPS has very good internal consistency, with alphas
that range from .78 to .85. No data on stability was
reported. The KPS has good concurrent validity, correlating
significantly with marital satisfaction and the Rosenberg
Self-Esteem Scale.4 Before administering the
questionnaire, preliminary tasks were completed. The
purpose and goals were given, confidentiality and anonymity
were ensured, and clear instructions for completing the
questionnaire were provided.
The questionnaire, consisting of a part A and B with a
combined number of 27 questions, was divided into three
4Fisher and Corcoran, Measures for Clinical Practice,
p. 611.
35
sections with part one focusing on demographics, part two on
social support and part three on perceived satisfaction with
service delivery. The subjects from the mental health
facility completed their survey in the group room at the
mental health facility in Fulton County. The questionnaire
was administered by the researcher and one of the counselors
at the mental health facilities.
Verbal permission to administer the questionnaire was
given by the Director of both mental health facilities.
Each participant was given a consent form before starting
and advised that the two-part questionnaire would take 20 to
30 minutes of their time.
Data Analysis
The data was analyzed using the SPSSX batch system on
the vax system of Clark Atlanta University. Descriptive
statistics were used and are reported in terms of frequency
distribution and percentages. A Correlation Coefficient
(Pearson's r) was used to measure the extent to which
Perceived Social Support and Perceived Satisfaction among




The data was analyzed by use of percentages, frequency,
and use of a Correlation Coefficient (Pearson's r). The
Null Hypothesis stated that there will be no statistical
significant difference among Dual-diagnosis: Schizophrenic
Substance Abusers' Perceived Satisfaction with Mental Health
Service Delivery and Perceived Social Support Systems. The
Null Hypothesis was accepted. The findings revealed that
there was no statistical significance in perceived patient















































































The above table indicates 2.9% or one of the
participants responded 24; 8.8% or three of the participants
responded 25; 14.7% or five of the participants responded
38
26; 2.9% or one participant responded 27; 5.9% or two
participants responded 28; 5.9% or two participants
responded 29; 5.9% or two participants responded 31; 5.9% or
two participants responded 32; 5.9% or two participants
responded 33; 2.9% or one participant responded 34; 8.8% or
three participants responded 35; 5.9% or two participants
responded 36; 2.9% or one participant responded 37; 2.9% or
one participant responded 41; 2.9% or one participant
responded 42; 2.9% or one of the participants responded 43;
2.9% or one of the participants responded 46; 2.9% or one of
the participants responded 47; 2.9% or one of the
participants responded 48; 2.9% or one of the participants
responded 51; 2.9% or one of the participants responded 52;
2.9% or one of the participants responded 55 when asked
their age.















The above table indicates 5.8% or twenty of the
participants responded black; 41.2% or fourteen of the
participants responded white when asked their race.
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The above table indicates 38.2% or thirteen of the
participants responded female; 61.8% or twenty-one of the


































The above table indicates 17.6% or six participants
responded extremely dissatisfied; 14.7% or five participants
responded very dissatisfied; 23.5% or eight participants
responded somewhat dissatisfied; 14.7% or five participants
responded mixed; and 8.8% or three participants responded
somewhat satisfied; 11.8% or four participants responded
very satisfied; and 8.8% or three participants responded
extremely satisfied when asked "How satisfied are you with
the behavior of your peers."
Table 5
N = 34





























The above table indicates 5.9% or two participants
responded extremely dissatisfied; 17.6% or six participants
responded very dissatisfied; 14.7% or five participants
responded somewhat dissatisfied; 14.7% or five participants
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responded mixed; 20.6% or seven participants responded
somewhat satisfied; 14.7% or five participants responded
very satisfied; and 11.8% or four participants responded
extremely satisfied when asked "How satisfied are you with
the services you are receiving."
Table 6
N = 34





























The above table indicates 2.9% or one participant
responded extremely dissatisfied; 5.9% or two participants
responded very dissatisfied; 20.6% or seven participants
responded somewhat dissatisfied; 32.4% or eleven
participants responded mixed; 11.8% or four participants
responded somewhat satisfied; 17.6% or six participants
responded very satisfied; and 8.8% or three participants
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responded extremely satisfied when asked "How satisfied are
you with yourself as a patient."
Table 7
N = 34
Statement 7; How satisfied are you with your relationship




























The above table indicates 5.9% or two participants
responded extremely dissatisfied; 5.9% or two participants
responded very dissatisfied; 2.9% or one participant
responded somewhat dissatisfied; 29.4% or ten participants
responded mixed; 17.6% or six participants responded
somewhat satisfied; 17.6% or six participants responded very
satisfied; and 20.6% or seven participants responded
extremely satisfied when asked "How satisfied are you with

























The above table indicates 26.5% or nine participants
responded strongly agree; 35.3% or twelve participants
responded agree; 26.5% or nine participants responded
disagree; and 11.8% or four participants responded strongly
disagree to the statement "My friends respect me."
Table 9
N = 34




















The above table indicates 14.7% or five participants
responded strongly agree; 44.1% or fifteen participants
responded agree; 32.4% or eleven participants responded
disagree; and 8.8% or three participants responded strongly
disagree to the statement "My family care for me very much."
Table 10
N = 34



















The above table indicates 5.9% or two participants
responded strongly agree; 26.5% or nine participants
responded agree; 61.8% or twenty-one participants responded
disagree; and 5.9% or two participants responded strongly























The above table indicates 8.8% or three participants
responded strongly agree; 35.3% or twelve participants
responded agree; 29.4% or ten participants responded
disagree; and 26.5% or nine participants responded strongly
























The above table indicates 8.8% or three participants
responded strongly agree; 29.4% or ten participants
responded agree; 47.1% or sixteen participants responded
disagree; and 14.7% or five participants responded strongly
disagree to the statement "I am well liked."
Table 13
N = 34



















The above table indicates 8.8% or three participants
responded strongly agree; 44.1% or fifteen participants
responded agree; 41.2% or fourteen participants responded
disagree; and 5.9% or two participants responded strongly























The above table indicates 14.7% or five participants
responded strongly agree; 35.3% or twelve participants
responded agree; 38.2% or thirteen participants responded
disagree; and 11.8% or four participants responded strongly
























The above table indicates 17.6% or six participants
responded strongly agree; 38.2% or thirteen participants
responded agree; 35.3% or twelve participants responded
disagree; and 8.8% or three participants responded strongly
disagree to the statement "I am respected by other people."
Table 16
N = 34



















The above table indicates 14.7% or five participants
responded strongly agree; 26.5% or nine participants
responded agree; 47.1% or sixteen participants responded
disagree; and 11.8% or four participants responded strongly























The above table indicates 8.8% or three participants
responded strongly agree; 29.4% or ten participants
responded agree; 50.0% or seventeen participants responded
disagree; and 11.8% or four participants responded strongly
























The above table indicates 5.9% or two participants
responded strongly agree; 17.6% or six participants
responded agree; 55.9% or nineteen participants responded
disagree; and 20.6% or seven participants responded strongly
disagree to the statement "Members of my family rely on me."
Table 19
N = 34



















The above table indicates 8.8% or three participants
responded strongly agree; 38.2% or thirteen participants
responded agree; 32.4% or eleven participants responded
disagree; and 20.6% or seven participants responded strongly























The above table indicates 17.6% or six participants
responded strongly agree; 38.2% or thirteen participants
responded agree; 35.3% or twelve participants responded
disagree; and 8.8% or three participants responded strongly
























The above table indicates 5.9% or two participants
responded strongly agree; 41.2% or fourteen participants
responded agree; 47.1% or sixteen participants responded
disagree; and 5.9% or two participants responded strongly
disagree to the statement "People admire me."
Table 22
N = 34



















The above table indicates 11.8% or four participants
responded strongly agree; 38.2% or thirteen participants
responded agree; 44.1% or fifteen participants responded
disagree; and 5.9% or two participants responded strongly
























The above table indicates 8.8% or three participants
responded strongly agree; 44.1% or fifteen participants
responded agree; 32.4% or eleven participants responded
disagree; and 14.7% or five participants responded strongly
disagree to the statement "My friends look out for me."
Table 24
N = 34




















The above table indicates 2.9% or one participant
responded strongly agree; 35.3% or twelve participants
responded agree; 55.9% or nineteen participants responded
disagree; and 5.9% or two participants responded strongly
disagree to the statement "I feel valued by other people.11
Table 25
N = 34



















The above table indicates 17.6% or six participants
responded strongly agree; 32.4% or eleven participants
responded agree; 29.4% or ten participants responded
disagree; and 20.6% or seven participants responded strongly
























The above table indicates 8.8% or three participants
responded strongly agree; 47.1% or sixteen participants
responded agree; 38.2% or thirteen participants responded
disagree; and 5.9% or two participants responded strongly
disagree to the statement "I feel valued by other people."
Table 27
N = 34




















The above table indicates 2.9% or one participant
responded strongly agree; 50.0% or seventeen participants
responded agree; 41.2% or fourteen participants responded
disagree; and 5.9% or two participants responded strongly
disagree to the statement "I feel like I belong."
Table 28
N = 34




















The above table indicates 14.7% or five participants
responded strongly agree; 47.1% or sixteen participants
responded agree; 32.4% or eleven participants responded
disagree; and 5.9% or two participants responded strongly
disagree to the statement "If I die tomorrow, very few























The above table indicates 1769% or six participants
responded strongly agree; 41.2% or fourteen participants
responded agree; 29.4% or ten participants responded
disagree; and 11.8% or four participants responded strongly

























The above table indicates 11.8% or four participants
responded strongly agree; 50.0% or seventeen participants
responded agree; 29.4% or ten participants responded
disagree; and 8.8% or three participants responded strongly




Patient Satisfaction and Social Support Scale
Table 31
N = 34
Dependent Variable: Patient Satisfaction
1. Hy friends respect me.
2. Hy family cares for me very much.
3. 1 am not important to others.
4. Hy family holds me in high esteem.
5. I am well liked.
6. I can rely on my friends.
7. I am really admired by my family.
8. I am respected by other people.
9. I an loved dearly by my family.
10. Hy friends don't care about my welfare.
11. Members of my family rely on me.
12. I am held in high esteem.
13. I can't rely on my family for support.
14. People admire me.
15. 1 feel a strong bond with my friends.
16. Hy friends look out for me.
17. I feel valued by other people.
18. Hy family really respects me.
19. Hy friends and I are really important to each otiier.
20. 1 feel like I belong.
21. If I die tomorrow, very few people would miss me.
22. I don't feel close to members of my family.
23. Hy friends and I have done a lot for one another.




























The above table indicates that there was no correlation
between patient satisfaction and social support among
Dual-diagnosis: Schizophrenic Substance Abusers.
CHAPTER FIVE
SUMMARY AND CONCLUSION
Inherent in this research summary, the data indicated
that the majority of the Dual-diagnosis: Schizophrenic
Substance Abusers between the ages of twenty-four and
fifty-five, supported the previous literature directed at
patient satisfaction with mental health services in that
they were satisfied with the services; However, satisfaction
was not universal. Some of the dual-diagnosed schizophrenic
clients perceived that there was a lack of social support.
Past literature revealed that schizophrenic clients who
participated in a community mental health program tended to
have a more positive perception of their own social support
networks than their significant others had.
This study revealed that the majority of the
dual-diagnosed schizophrenic clients perceived social
support systems coming from non-kin persons, i.e., friends.
This is supported by previous literature. Thirty-eight
percent of the clients interviewed in this study stated that
they did get support from their family, this is also
consistent with previous studies on family support systems
among schizophrenic clients.
In this study, the Null Hypothesis was accepted
regarding perceived satisfaction with service delivery and
perceived social support systems. It was found that there
was no statistical significance among Dual-diagnosis:
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Schizophrenic Substance Abusers' Perceived Patient
Satisfaction with Mental Health Services and Perceived
Social Support Systems. This was also consistent with
previous and past empirical studies.
In conclusion, this study is offered as a preliminary
guideline for social workers in providing effective service
delivery which will meet the needs of dual-diagnosed clients
and their support systems. The literature supports the need
for more effective treatment facilities with trained
professionals with an understanding of dual-diagnosis.
As social workers, we must be aware of over
simplification, we must continue to strive to discover the
unique characteristics specific to Dual-diagnosis:
Schizophrenic Substance Abusers and their perceived
satisfaction with service delivery and their perceived
social support systems. We must attend to their concerns;
remove all barriers that may be in the way of effective
service delivery; and capitalize on important sources as
positive motivation.
LIMITATIONS OF THE STUDY
In conducting this study, the following limitations
were observed:
- The population was too small, there were only
thirty-four dual-diagnosed clients interviewed for
this study.
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- Caution should be adhered to when attempting to
generalize the results of this study as it may relate
to other dual-diagnosed populations.
- The time allowed to conduct the study and having
direct access to the population was a factor.
- A non-probability sampling method was used (not
always reliable).
SUGGESTED RESEARCH DIRECTION
This study has great and significant implication for
future research, especially as it relates to social workers.
All persons deserve the right to effective services, which
will allow them to function at the highest level of
functioning they possibly can regardless of their mental
status. As stated in the Social Work Humanistic Values; all
people are created with equal ability potential; perceptions
of life experiences of all human beings have value for them;
and that satisfaction of basic human needs is a primary
responsibility of society and must be the basis upon which
society distributes resources. Effective service delivery
is a mandatory component for the mental health field as it
relates to dual-diagnosed persons.
Replicating this study with a larger sample should
bring increased insights among Dual-diagnosis: Schizophrenic
Substance Abusers Perceived Satisfaction with Mental Health
Service Delivery and Perceived Social Support Systems. A
more suggested time frame to work with and study this
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population should also be considered for a better insight.
Additional questions should be included in the questionnaire
as it relates to effective service delivery for a better
insight on what things can be done different to change their
perceived satisfaction with services. A single-system
design may even call for a better understanding of perceived
social support systems. This design will allow the
researcher to follow one person for a period of time, this
allows the researcher the opportunity to develop a rapport
with that person and have a better chance for accurate and
reliable information. Suggested research direction may call
for a comparison of male and female as it relates to
Dual-diagnosis: Schizophrenic Substance Abusers' Perceived
Satisfaction with Mental Health Service Delivery and
Perceived Social Support Systems.
CHAPTER SIX
IMPLICATION FOR SOCIAL WORK PRACTICE
There is a need for more effective service delivery as
it relates to social work knowledge, theory, and practice
with Dual-diagnosis: Schizophrenic Clients.
Given the current movement to maintain even severely
mentally disabled persons in the community, this study
offers considerably diagnostic usefulness in assessing the
social situation of schizophrenic patients, particularly in
regard to their informal systems for support and their
satisfaction with service delivery. Historically, the value
that social workers placed on informal support systems and
helping networks is seen in the pioneer work of the
"friendly visitors" of the Charity Organization Society, in
the neighborhood networks. The current major involvement of
social workers in the care of the mentally ill may well
present the profession with an opportunity to expand its
traditional knowledge base, by using concepts derived from
more recent studies of social networks.
Trained professionals with knowledge of both disorders
is a major problem in the field of social work. A lack of
empirical data as it relates to effective service delivery
and a lack of empirical data regarding perceived social
support systems among Dual-diagnosis: Schizophrenic Clients.
These are factors which challenge the field of social work
practice, theory, and knowledge.
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Prior to several years ago there were no programs for
dual-diagnosed clients. More programs and services should
become a part of knowledge as it relates to social workers
and as it relates to practice. Social workers cannot
provide effective service to this population without the
knowledge of both diagnoses which can be treated in one
setting, not two separate settings. Trained professionals
with knowledge of both diagnoses is a logical solution.
Social workers should also focus more on the client and the
family as it relates to theory, the whole system must be
treated according to the systems theory. Treating the whole
family is a logical solution in theory, but more complex in
practice in particular as it relates to Dual-diagnosis:
Schizophrenic Substance Abusers.
There is a need for more explanatory studies about this
population. There are a lot of unresolved issues in the
field of social work as it relates to this population. Some
believe that social work knowledge and practice play a
central role in identifying multiple needs and in ensuring
access to effective service to this population, others feel
that dual-diagnosed persons should be treated in two
separate settings focusing on one diagnosis at a time. This
has tremendous implications for social work practice,
theory, and research.
Social workers must continue to advocate - speak out
and take informed positions on behalf of consumers; mediate
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- make suggestions to enable disagreeing parties to develop
a focal point of agreement; educate - impart knowledge and
skills in order to enable consumers to develop decision
making and problem-solving skills so they can become their
own advocates; counselor - apply social work processes in
facilitating conditions for client systems to make changes
toward enhancing personal growth and development.
The practice, theory, and knowledge of the social work
profession is at the heart of effective service delivery to
Dual-diagnosis: Schizophrenic Substance Abusers and other
dual diagnosed populations. Social workers must intervene
on behalf of the family as well as the client and remove all
negative internal and external factors.
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APPENDIX A
SOCIAL SUPPORT APPRAISALS SCALE (SSA)
PART A.





Below is a list of statements about your relationship with family and friends. Please indicate how
much you agree or disagree with each statement as being true.
(Circle one number in each row)
1. My friends respect me.
2. My family cares for me.
3. I am not important to others.
4. My family holds me in high esteem.
5. I am well liked.
6. I can rely on my friends.
7. I am really admired by my family.
8. I am respected by other people.
9. I am loved dearly by my family.
10. My friends don't care for my welfare.
11. Members of my family rely on me.
12. I am held in high esteem.





























































14. People admire me.
15. I feel a strong bond with my friends.
16. My friends look out for me.
17. I feel valued by other people.
18. My family really respects me.
19. My friends and I are important.
20. I feel like I belong.
21. If I die tomorrow, I would be missed.
22. I don't feel close to my family.









































PART B. PERCEIVED PATIENT SATISFACTION SCALE (PPSS)
For each of the following questions please indicate your satisfaction by recording your answer in
the space to the left of the item.
1 = Extremely Dissatisfied
2 = Very Dissatisfied
3 = Somewhat Dissatisfied
4 = Mixed
5 = Somewhat Satisfied
6 = Very Satisfied
7 = Extremely Satisfied
1. How satisfied are you with the behavior of your peers?
2. How satisfied are you with the services you are receiving?
3. How satisfied are you with yourself as a patient?
4. How satisfied are you with your relationship with staff, i.e.,





My name is Tangrill D. Varner. I am a graduate student
at Clark Atlanta University and I am conducting a study to
compare perceived patient satisfaction and perceived social
support systems among Dual-diagnosis: Schizophrenic
Substance Abusers. This is a two-part questionnaire with a
combined number of twenty-seven questions which will take
about thirty minutes of your time. Thanks for your
cooperation and participation.
I agree to participate in this study.
I do not agree to participate in the study.
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